Postoperatively there were difficulties with persisting pneumothorax and air leak. Different levels of suction were tried with little effect, and after five weeks the patient was discharged with a Heimlich flutter valve. She returned ten days later complaining of increasing shortness of breath. Connection of the chest drain to an underwater drain relieved this symptom. Further attempts at either clamping the drain or converting back to a Heimlich valve were unsuccessful and the large air leak persisted, so a further thoracoscopy was performed. Fibrin glue was applied generously to an area on the upper lobe and a further drain was inserted. Suction was not used after this so as to minimize the air flow across the leak and increase the chance of resolution.
The air leak persisted and after a further two weeks of conservative management, with little improvement either radiographically or in the size of the leak, the patient was referred for radiotherapy. The aim was to employ a dosefraction schedule that would be appropriate to her clinical condition i.e. involve a minimum of hospital attendances, and possibly induce a normal tissue reaction that would lead to fibrosis. Two fractions, each of 10 Gy, were given one week apart. On review five weeks later there was sufficient diminution in the air leak for the drain to be removed. A month later the residual lung showed increased expansion (Figure 1 ) with the apical space now fluid-filled. There was only a small pocket of air visible radiographically. Her symptoms remained well controlled, she was able to hold a long conversation without breathlessness (impossible before her operation), and now had reasonable exercise tolerance.
High resolution CT (Figure 2 ) five months after radiotherapy showed diminution in the size of the right The overall density of the right lung was greater than that of the left, but there were no other changes suggestive of radiation fibrosis. Pulmonary function tests over the course of her treatment showed an obstructive ventilatory defect (ratio of forced expiratory volume in 1 s to forced vital capacity, 0.40). Vital capacity decreased over the period of treatment. The patient continues to improve and is undergoing pulmonary rehabilitation.
COMMENT
Our patient was unsuccessfully treated by thoracoscopy, and did not tolerate long term chest drainage with a flutter valve. Formal thoracotomy was felt to be hazardous in such a frail patient. The use of thoracoscopic laser therapy has been reported but we felt that, because the second thoracoscopy did not identify a discrete area of air leak, it would be unlikely to help. We believe that the use of local radiotherapy seemingly not reported before may have contributed to a reduction in the air leak, allowing removal of the chest drain. Despite the lack of clear radiation changes on high resolution CT scanning, which may reflect the short follow-up, the time relationship between radiotherapy and successful removal of the drain is consistent with some benefit. Nielsen et al.5 described the use of nuclear medicine techniques to localize air leaks, and in future cases these could be a valuable tool in optimizing radiotherapy treatment volume and limiting side-effects.
The use of radiotherapy to treat a benign condition will always be contentious6, but we suggest that this new approach should be considered when conventional measures fail.
Subcutaneous cervical emphysema after self-induced vomiting Med 1999; 92:192-193 Subcutaneous cervical emphysema, an uncommon condition, has a diverse aetiology and is usually self-limiting. Sometimes it follows a trivial injury unnoticed by the patient or results from alveolar rupture. We report an unusual case.
CASE HISTORY
A 19-year-old woman came to the accident and emergency department with neck swelling and discomfort. This, she reported, had developed shortly after she had induced vomiting by pushing two fingers into her mouth; she was trying to deal with a foreign body sensation in her throat after eating a meal of chicken, and the manoeuvre was successful. On examination she had obvious subcutaneous cervical emphysema extending to her upper anterior chest wall; she was apyrexial, there were no signs of respiratory distress or stridor, and her cardiovascular system was normal. On flexible endoscopic examination no intralaryngeal injury could be seen. A chest X-ray on admission showed air in the subcutaneous tissues of the upper anterior chest wall but no evidence of pneumomediastinum or pneumothorax. The lateral soft tissue X-ray of her neck revealed air in the subcutaneous tissues ( Figure 1 :: S Figure 1 X-ray of neck on admission without complication and a water-soluble contrast study performed at 3 days did not show any evidence of a perforation. She was discharged home after 4 days when seen to tolerate oral feeding.
COMMENT
Air can enter the subcutaneous cervical tissues after surgery, endoscopy or mechanical ventilation. Blunt or penetrating trauma to the neck and foreign body perforation of the mouth, pharynx, larynx or trachea2 4have also been implicated. Those cases presenting as spontaneous cervical and mediastinal emphysema5 are thought to be due to alveolar rupture: air in the intra-alveolar spaces tracks along the pulmonary vasculature into the mediastinum and thence into the tissue planes of the neck. Thus, any increase in 
